Commentary it has a less than benign repertoire in immunocompromised patients, including severe pneumonitis and haemorrhagic cystitis in bone marrow and renal transplant Radiographic examination showed increased bone density at the junction of the first and second sternal segments on oblique views. The chest radiograph was normal apart from cardiomegaly. Laboratory investigations were unremarkable apart from an erythrocyte sedimentation rate of 50mm in the first hour. Serum alkaline phosphatase levels were normal. A needle biopsy specimen ofthe chest wall mass showed a non-specific fibroblastic proliferative reaction with a dense round cell inflammatory infiltrate at one end of the core of tissue. An MRI scan of the thorax ( figure) showed an irregular mass in the upper sternum, expanding the sternal bone, invading the subcutaneous tissues anteriorly and the mediastinum fat posteriorly, and in close contact with the great vessels of the heart. This mass was of low signal intensity on Ti and high signal intensity on
it has a less than benign repertoire in immunocompromised patients, including severe pneumonitis and haemorrhagic cystitis in bone marrow and renal transplant Radiographic examination showed increased bone density at the junction of the first and second sternal segments on oblique views. The chest radiograph was normal apart from cardiomegaly. Laboratory investigations were unremarkable apart from an erythrocyte sedimentation rate of 50mm in the first hour. Serum alkaline phosphatase levels were normal. A needle biopsy specimen ofthe chest wall mass showed a non-specific fibroblastic proliferative reaction with a dense round cell inflammatory infiltrate at one end of the core of tissue. An MRI scan of the thorax (figure) showed an irregular mass in the upper sternum, expanding the sternal bone, invading the subcutaneous tissues anteriorly and the mediastinum fat posteriorly, and in close contact with the great vessels of the heart. This mass was of low signal intensity on Ti and high signal intensity on T2 weighted images. There was an abnormal area of low signal intensity in the body of the fifth or sixth dorsal vertebra and also an irregular low intensity mass in the right breast. The impression was of metastatic breast carcinoma or, possibly, multiple myeloma. Mammography showed an irregular area ofincreased density in the right breast with clusters ofmicrocalcifications suggestive of malignancy. Radiography of the dorsal spine showed increased density of the body of the sixth dorsal vertebra with normal disc spaces. A whole body isotopic bone scan showed areas of increased radionuclide activity in the upper sternum, in a mid thoracic vertebra, and in a left upper rib, the appearances being consistent with metastatic disease. Serum protein electrophoresis was normal.
The breast lump was not palpable clinically so an excision biopsy was performed with the aid of mammography-guided wires inserted into the area of microcalcification. Histological examination revealed benign mammary dysplasia and "radial scar" with no evidence of malignancy.
One week after the needle biopsy the sternal mass enlarged further and became erythematous and pointing, but the overlying skin remained cool suggesting a cold abscess. On exploration under general anaesthesia a solid subcutaneous mass extending to the sternum was found with an abscess cavity anterior to the sternum. The 
